46.6% for TAG Thoracic Branch Endoprosthesis (83/178), 6.2% for Zenith Abranch (11/178), 17.4% for Relay Branch (31/178), and 12.4% for Najuta (22/ 178) were within IFU. However, the biggest problem with the current IFU is that even though we defined significant thrombus/calcification as >50% circumference at any point in the landing zone, there is currently no clear definition or data regarding significant thrombus/calcification at the landing zone. Because thrombus/calcification at the landing zone may be directly related to cerebrovascular complications, this problem needs to be addressed.
Objective: Aortic dissection (AD) admissions carry significant morbidity and mortality. However, readmissions after AD admission are not well described. We sought to define readmission rates after AD and to identify factors associated with them.
Methods: State Inpatient Databases for Florida (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) and New York (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) were queried for index admissions for AD (no prior admission for AD). Admissions were stratified by initial treatment strategy (TASR, type A open surgery repair; TBSR, type B open surgery repair; TEVAR, thoracic endovascular aortic repair; MM, medical management). Readmission rates were calculated at 30 days, 90 days, and 2 years. Logistic regression was used to identify factors associated with readmission at each time point.
Results: We identified 4670 patients with an index AD admission. Treatment was with TASR (22% [1031] ), TBSR (16% [761] ), TEVAR (9% [412] ), and MM (53% [2466] ). Patients were predominantly male (59.4%) and white (61.9%) with a median age of 66 years. MM patients were older (median, 71 years) and were more often women (46.7%; P < .001 across all groups). Readmission was observed at 30 days, 90 days, and 2 years in 9%, 15%, and 44% of patients. Older age was associated with lower readmissions at 2 years (odds ratio [OR] Conclusions: In-state 30-and 90-day readmission rates after AD are lower than other vascular-related admissions and were not associated with treatment type. Two-year readmissions are common. Early readmission appears to be correlated with lower socioeconomic status, whereas late readmissions are associated with Medicare insurance and TEVAR. These data may suggest a disparity in care for specific populations of patients with AD for targeted improvement. Objective: A recent systematic review examining all available operative mortality risk prediction models after abdominal aortic aneurysm Example: A 70-year-old woman presented with intact 6.5-cm AAA. She has CHF and COPD, and she is taking a statin but not BB. Her creatinine level is 2.0 mg/dL, and her hemoglobin (Hb) level is 10. What is her probability of death if she had open repair? Score ¼ 0.112 * 70 + 0.6 + 0.9 + 0.6 + 0.5 * 2 + (6.8 À0.34 * 10) + 1.5 + 0.5 + 0.225 * 6.5 + 2.5 (open) ¼ 18.3, which corresponds to 5%. Example 2. If the same women had a ruptured aneurysm, the score will be 23.4, and her probability of death would be 30%.
Score ¼ (Fig 1) . C statistic for the current model was slightly but significantly better than Medicare's (88% [87.5%-89.5%] vs 86.5% [85.3%-87.6%]; P < .001). Hosmer-Lemeshow statistic proved acceptable calibration (P ¼ .199). The observed mortality over the predicted probability of death derived from this model and Medicare's was plotted. Whereas both performed well in low-risk patients, the current model has better performance in the moderate and high probability of mortality (Fig 2) .
Conclusions: We presented in this study a risk calculator derived from contemporary vascular-specific data to help predict AAA repair mortality. Incorporating additional predictors pertinent to vascular patients, such as aortic diameter, creatinine and hemoglobin levels, medication use, and prior vascular interventions, improved the predictive ability of this calculator. This work will help surgeons and patients weigh the risk-benefit of treating AAA.
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IP031. Factors Affecting Mortality After Aortic Dissection Repair
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Objective: Thirty-day mortality rates after open and endovascular intervention for aortic dissection remain high. Increased understanding of preoperative comorbidities and factors that increase the risk of mortality can help guide patient, family, and provider decision-making.
Methods: The American College of Surgeons National Surgical Quality Improvement Program database was queried for patients undergoing open and endovascular repair of thoracic and abdominal aortic dissections between 2010 and 2015. Information about patients' demographics, comorbidities, preoperative laboratory values, procedure details, and postoperative comorbidities was collected. Our goal was to determine features of the patients associated with 30-day mortality. SPSS (IBM Corp, Armonk, NY) was used to perform all univariate and multivariate analyses. We used Mann-Whitney and c 2 tests of significance for data analysis, and post hoc test was performed for power analysis.
Results: There were 411 patients who met the specified criteria, 364 who survived longer than 30 days postoperatively and 47 who died within 30 days of the intervention. Age, sex, and race were not significant determinants of survival after aortic dissection repair. In comparing those who survived beyond 30 days postoperatively and those who did not, preoperative ventilator dependence (odds ratio [OR] . 6.07; 95% confidence interval [CI], 1.8-19.9; P ¼ .001) and a history of chronic obstructive pulmonary disease (OR 3.01; 95% CI, 1.5-5.9; P ¼ .001) were predictive of mortality. Need for blood transfusion (OR, 5.92; 95% CI, 2.4-14.6; P ¼ .001) and emergent operation status (OR, 6.57; 95% CI, 3.4-12.5; P ¼ .001) were also predictive of 30-day mortality. Patients who did not survive 30 days postoperatively were more likely to have elevated preoperative blood urea nitrogen (P ¼ .001) and creatinine (P ¼ .001) levels and decreased hematocrit (P ¼ .003).
Conclusions: Multiple preoperative factors increase mortality risk after aortic dissection repair. The results of this study can help to optimize selection of patients and postoperative management, particularly in elective procedures.
Author Disclosures: M. J. Adair: Nothing to disclose; M. Baldawi: Nothing to disclose; C. Das: Nothing to disclose; B. M. Krafcik: Nothing to disclose; S. F. Markowiak: Nothing to disclose; M. Nazzal: Nothing to disclose. 
